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The rates are regionally adjusted to reflect differences in labor costs for personnel providing
direct patient care and clinic support staff. The rates have been set prospectively by applying
an economic¢ trend factor, except that rates of payment for the period ending September 30,
1995 shall continue in effect through September 30, [2003] 2005. A supplemental bad debt
and charity care allowance will be established annually for diagnostic and/or treatment centers
approved as preferred primary care providers and paid as an addition to the facility's rate of
payment. Each facility’s allocation shall be based on its losses associated with the delivery of
bad debt and charity care and computed on the basis of projected and allowable fiscal and
statistical data, adjusted to actual, submitted by the facility. The amount paid per visit shall be
based on each facility's allocation divided by projected Medicaid threshold visits adjusted to

actual visits. This supplemental bad debt and charity care allowance shall be in effect until
December 31, 1996.

For services provided on or after April 1, 1995, by providers designated as preferred primary
care providers, rates of payment may be established pursuant to the reimbursement payment
methodology described in this section only for services provided by providers which submitted
bills prior to December 31, 1994 based on the reimbursement payment methodology described
in this section, or by a diagnostic and treatment center operated by a general hospital
designated as a financially distressed hospital, which applied on or before April 1, 1995 for
designation as a preferred primary care provider. The reimbursement payment methodology
described in this section is an alternative to the prospective average cost per visit
reimbursement method used for non-participating diagnostic and treatment centers. There are
unique features present in the reimbursement program designed to encourage provider
participation and foster quality of care. The most notable of these is the finandal
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